ubstance use disorders (SUD) represent a national epidemic with death rates exceeding those of HIV at its peak.
S
ubstance use disorders (SUD) represent a national epidemic with death rates exceeding those of HIV at its peak. 1 Hospitals are increasingly filled with people suffering from medical complications of addiction. 2, 3 While the United States health system spends billions of dollars annually on hospital care for medical problems resulting from SUD, 4 most hospitals lack expertise or care systems to directly address SUD or connect people to treatment after discharge. 5, 6 Patients with SUD often feel stigmatized in healthcare settings and want providers who understand SUD and how to treat it. 7 Providers feel underprepared 8 and commonly have negative attitudes toward patients with SUD. 9, 10 Caring for patients can be a source of resentment, dissatisfaction, and burnout. 9 Such negative attitudes can adversely affect patient care. Studies show that patients who perceive discrimination by providers are less likely to complete treatment 11 and providers' negative attitudes may disempower patients. 9 Evaluations of hospital interventions for adults with SUD focus primarily on patient-level outcomes of SUD severity, 12 healthcare utilization, 13 and treatment engagement. 14, 15 Little is known about how such interventions can affect interprofessional providers' attitudes and experiences, or how systems-level interventions influence hospital culture. 16 We performed a qualitative study of multidisciplinary hospital providers to (1) understand the challenges that hospital providers face in managing care for patients with SUD, and (2) explore how integrating SUD treatment in a hospital setting affects providers' attitudes, experiences, and perceptions of the care environment. This study was part of a formative eval-BACKGROUND: Substance use disorders (SUD) represent a national epidemic with increasing rates of SUD-related hospitalizations. However, most hospitals lack expertise or systems to directly address SUD. Healthcare professionals feel underprepared and commonly hold negative views toward patients with SUD. Little is known about how hospital interventions may affect providers' attitudes and experiences toward patients with SUD.
OBJECTIVE: To explore interprofessional hospital providers' perspectives on how integrating SUD treatment and care systems affect providers' attitudes, beliefs, and experiences.
DESIGN:
In-depth semistructured interviews and focus groups. The study was part of a formative evaluation of the Improving Addiction Care Team (IMPACT), an interprofessional hospital-based addiction medicine service with rapid-access pathways to posthospital SUD treatment.
SETTING:
Single urban academic hospital in Portland, Oregon.
PARTICIPANTS: Multidisciplinary hospital providers.

MEASUREMENTS:
We conducted a thematic analysis using an inductive approach at a semantic level.
RESULTS:
Before IMPACT, participants felt that hospitalization did not address addiction, leading to untreated withdrawal, patients leaving against medical advice, chaotic care, and staff "moral distress." Participants felt that IMPACT "completely reframes" addiction as a treatable chronic disease, improving patient engagement and communication, and humanizing care. Participants valued post-hospital SUD treatment pathways and felt having systems to address SUD reduced burnout and provided relief. Providers noted that IMPACT had limited ability to address poverty or engage highly ambivalent patients. . IM-PACT includes a hospital-based, interprofessional addiction medicine consultation service and rapid-access pathways to community addiction care after hospitalization. 17 IMPACT is an intensive intervention that includes SUD assessments, withdrawal management, medications for addiction (eg, methadone, buprenorphine induction), counseling and behavioral SUD treatment, peer engagement and support, and linkages to community-based addiction care. We described the rationale and design of IMPACT in earlier publications.
7,17
METHODS
Setting
We conducted in-person interviews and focus groups (FG) with interprofessional hospital providers at a single urban academic medical center between February and July 2016, six months after starting IMPACT implementation. Oregon Health and Science University's (OHSU) institutional review board approved the protocol.
Participants
We conducted 12 individual informant interviews (II) and six FGs (each comprising three to six participants) with a wide range of providers, including physicians, nurses, social workers, residents, patient advocates, case managers, and pharmacists. In total, 34 providers participated. We used purposive sampling to choose participants with experience both caring for patients with SUD and with exposure to IMPACT. Participant characteristics are summarized in Table 1 .
Data Collection
We employed two different types of interviews. In situations where multiple providers occupied a similar role (eg, social workers), we chose to use a focus group format to elicit a range of perspectives and experiences through participant interaction. 18 We conducted individual interviews to gain input from key informants who had unique roles in the program (eg, a cardiac surgeon) and to include providers who would otherwise be unable to participate due to scheduling barriers (eg, residents). We interviewed all participants using a semistructured interview guide that was developed by an interdisciplinary team, including expert qualitative researchers, IMPACT clinical team members, and other OHSU clinicians (Appendix A). An interviewer who was not a part of the IMPACT clinical team asked all participants about their experience caring for patients with SUD, their experience with IMPACT, and how they might improve care. FGs lasted between 41 and 57 minutes, and individual key informant interviews lasted between 11 and 38 minutes. We ended recruitment after reaching theme saturation. Our goal was to achieve saturation across the sample as a whole and not within distinct participant groups. We noted if certain themes were more salient for one particular group. We audio-recorded all interviews and FGs. Recordings were transcribed, de-identified, and transferred to ATLAS.ti for data analysis.
Analysis
We conducted a thematic analysis using an inductive approach at the semantic level. 19 Using an iterative process, we generated a preliminary coding schema after reviewing an initial selection of transcripts. Coders then independently coded transcripts and met in dyads to both discuss and reconcile codes, and resolve any discrepancies through discussion until reaching a consensus. One coder (DC) coded all transcripts; three coders (E.P., S.P.P., M.R.) divided the transcripts evenly. All authors met periodically to discuss codebook revisions and emergent themes. We identified themes that represented patterns, had meaning to study participants, and captured important findings related to our research questions. 19 As expected, the style of IIs differed from that of FGs and informants were able to provide information specific to their roles. Overall, the information provided by IIs was complementary to that of FGs and helped triangulate findings. Thus, we combined them in the results. 18 
RESULTS
We organized our findings into three main groupings, including (1) care before IMPACT, (2) care with IMPACT, and (3) perceived limitations of IMPACT. We include a table (Table 2) with additional quotations, beyond those in the body of the results, to support emergent themes described below.
Care before IMPACT
Providers felt hospitalization did not address addiction for many reasons, including ethical and legal concerns, medical knowledge gaps, and lack of treatment options.
Before IMPACT, many participants noted that hospitalization ignored or avoided addressing addiction, leading to a chaotic care environment that adversely affected patient care and provider experience. As one social worker stated, "prior to IM-PACT we provided assessments, and we provided resources. But we didn't address addiction."
Providers cited multiple explanations for this, including the 
"If [patients are] withdrawing, you can't do anything about that, quote-unquote … based on perceptions around federal law you weren't allowed to start them on methadone in the hospital … that giving them opiates is kind of unethical because they don't actually have a pain problem, you're just treating their addiction. … That was the prior approach." -ward attending "There's a huge knowledge gap of medical care of patients with substance abuse disorders … basic medical therapy … complex chronic pain, physical trauma or … how the basic medical management should be influenced and accommodated."-resident physician
Providers felt failure to address SUD adversely affected patient care, leading to untreated withdrawal, disruptive behaviors, and patients leaving against medical advice (AMA).
"In a pre-IMPACT era, there was a lot of provider variability regarding our comfort treating substance use disorder … [there were] some providers who simply wouldn't prescribe methadone or any opiates and I don't know if that comes from a sense that they're contributing to the problem maybe, or they find the drug use distasteful, but the impact of that is patients leave. They either leave to use drugs or they leave AMA, and you can't treat their medical problems."-ward attending Absent standards and systems, providers felt they were "left to their own," often resulting in a reactive and chaotic care environment.
"Providers were very much left to their own … I mean yes, you've got to call security, that's not what this is about. This is about how do you actually engage the patient in their care. And what standard process can come about to do that … and the problem is that there were no guidelines for that, nothing." -ID consultant "One [patient] was discharged due to continued disruption of her behavior plan that progressively was further and further tightened around her … every interaction with her for the last week she was in the hospital was just completely negative and nonproductive." -ward attending
Providers described widespread "moral distress," burnout, and feelings of futility before IMPACT.
"There's a lot of burnt emotions in staff … I think there's a lot of people who feel like 'why are we wasting all these resources they're just gonna go out and use again? You're just wasting your time.'" -ward attending "I have been here for a long time, and I've watched staff struggle with this patient population … the source of stress and distress and pain it caused staff." -patient advocate
Care with IMPACT
Providers felt integrating hospital-based systems to address SUD "legitimized" addiction as a treatable disease.
" [IMPACT] has been largely educational ….
[IMPACT] really brought up to people's collective conscious … that we actually have medications that we can use here …. Instead of just saying oh, he's an alcoholic or he uses heroin we can talk about how severe these disorders are and talk about therapies for the severity of it. It was very black and white, very binary before." -ward attending "What I have learned from IMPACT ... is the fact that it's a medical illness, it's not a moral choice. People's brains are changed. It's like diabetes" -ID consultant "Instead of treating these people and making value judgements around them, now we make diagnoses. Like how bad is their infection, how bad is their addiction? As opposed to just bucketing them, oh these are a bunch of addicted people they'll never get better, or they'll do this or that." -cardiac surgeon "
[IMPACT] legitimized addiction as a medical concern rather than just a social issue." -social worker
Providers felt IMPACT improved patient engagement and humanized care by treating withdrawal, directly communicating about SUD, and modeling compassionate care.
"I think that it's very easy for this population to have a stigma against them. When you see other providers being such advocates … it really does change culture and change perspective." -ward attending "Starting them on a drug and then making the next step in the outpatient world happen has been huge and that transition is so critical. So, that's been probably the biggest impact." -ward attending
Providers felt relief after IMPACT implementation. "I don't think IMPACT's role is to fix the behavioral issues but maybe IMPACT's role is to bring continued voice … that this is an issue that has to be addressed … I've certainly felt much less helpless. The helplessness is not completely gone, but it's back there.." -ward attending
Perceived limitations of IMPACT
Providers felt IMPACT did not address poverty. "It's completely ineffective to treat them with just medical care. They need to have the addiction piece addressed too, and IMPACT is extremely useful for that. Globally though, having less people show up with infected heart valves would be the best solution. It's the same with cancer. You try and like make people stop smoking; you don't just get better at removing lungs." -cardiac surgeon
Providers felt IMPACT had limited effectiveness for highly ambivalent patients.
"This is a really good start, but … there's more that needs to be done. Because even if we say these meds are gonna help … often times our patients don't want them. They'll say, that doesn't work for me, I've already tried that, it doesn't work for me." -nurse manager "I think the onus is still on the patient. Just how much they're willing to engage." -ward attending
Providers felt IMPACT had limited ability to alleviate feelings of boredom and isolation associated with prolonged hospitalization "Even for the most compliant patients, it's a miserable existence to live in the hospital for six weeks, and I think from their standpoint the walls start to close in, and they get irritable … I don't blame them." -ward attending "We don't have [activities for patients] to do, like meeting with other people who are going through similar experiences." -nurse manager
Providers feared that IMPACT shifted the primary responsibility of addressing SUD to a specialty team.
If IMPACT is viewed as "the easy solution to everything, we look around say, boy, this looks hard let's call them. We need the ability for impact to build competence in the organization and not carry the whole load, but build all of our capabilities." -patient advocate "I still think that our staff could use some more specialized training for how to manage this population." -nurse manager common misperception that using methadone to treat withdrawal violated federal regulations, and concerns about the ethicality of using opioids in patients with SUD. Across disciplines, providers described a "huge knowledge gap" and little confidence in addressing withdrawal, complex chronic pain, medications for addiction, and challenging patient behaviors. Providers also described limited expertise and scarce treatment options as a deterrent. As one attending reflected, "I would ask those questions [about SUD] before, but then … I had the information, but I couldn't do anything with it."
Providers felt the failure to address SUD adversely affected patient care, leading to untreated withdrawal, disruptive behaviors, and patients leaving against medical advice (AMA).
Participants across disciplines described wide variability in the medical management of SUD, particularly around the management of opioid withdrawal and pain, with some providers who "simply wouldn't prescribe methadone or any opiates" and others who prescribed high doses without anticipating risks. As one attending recalled:
"You would see this pattern, especially in the intravenous drug-using population: left AMA, left AMA, left AMA … nine times out of ten, nobody was dealing with the fact that they were gonna go into withdrawal."
Respondents recalled that disruptive behaviors from patients' active use or withdrawal frequently threatened safety; imposed a tremendous burden on staff time and morale; and were a consistent source of providers' distress. As one patient advocate explained: "[Providers] get called to the unit because the person is yelling and throwing things or comes back after being gone for a long period and appears impaired … it often blows up, and they get discharged or they leave against medical advice or they go out and don't come back. We don't really know what happened to them, and they're vulnerable. And the staff are vulnerable. And other patients are distressed by the disruption and commotion."
Absent standards and systems to address SUD, providers felt they were "left to their own," resulting in a reactive and chaotic care environment.
Providers noted inconsistent rules and policies regarding smoke breaks, room searches, and visitors. As a result, care felt "reckless and risky" and led to a "nonalliance" across disciplines. Providers frequently described inconsistent and loose expectations until an event -often active use-triggered an ad hoc ratcheting up of the rules, damaging patient-provider relationships and limiting providers' ability to provide medical care. Facing these conflicts, "staff gets escalated, and everybody gets kind of spun up." As one attending reflected: "I could not get any sort of engagement even in just her medical issues … I was trying to talk to her and educate her about heart failure and salt intake and food intake, but every time I walked in the room … I'd have to come in and be like, 'your UDS [urine drug screen] was positive again, so here's the changes to your behavioral plan, and OK, let's talk about your heart failure …' At that point, the relationship had completely disintegrated until it was very nonproductive."
Providers described widespread "moral distress," burnout, and feelings of futility before IMPACT.
Consequently, providers felt that caring for people with SUD was "very emotionally draining and very time consuming." As one patient advocate described:
"We've been watching staff try to manage these patients for years without the experts and the resources and the skills that they need … As a result, there was a crescendo effect of moral distress, and [staff] bring in all of their past experiences which influence the interaction … Some staff are very skilled, but you also saw some really punitive responses."
Many felt that providing intensive medical care without addressing people's underlying SUD was a waste of time and resources. As one cardiac surgeon reflected: "[Patients] ended up either dead or reinfected. Nobody wanted to do stuff because we felt it was futile. Well, of course it's futile …. you're basically trying to fix the symptoms. It's like having a leaky roof and just running around with a bunch of buckets, which is like surgery. You gotta fix the roof…otherwise they will continue to inject bacteria into their bodies."
Care with IMPACT:
Providers felt integrating hospital-based systems to address SUD legitimized addiction as a treatable disease.
Participants described IMPACT as a "sea change" that "completely reframes" addiction as "a medical condition that actually has a treatment." As one social worker observed, "when it's somebody in a white coat with expertise who's talking to another doctor it really can shift mindsets in an amazing way." Others echoed this, stating that an addiction team "legitimized the fact that this is an actual disease that we need to treat-and a failure to treat it is a failure to be a good doctor."
Providers felt that by addressing addiction directly, "IM-PACT elevated the consciousness of providers and nurses … that substance use disorders are brain disorders and not bad behavior." They described that this legitimization, combined with seeing firsthand the stabilizing effects of medications for addiction, allowed providers to understand SUD as a chronic disease, and not a moral failing.
Providers felt IMPACT improved patient engagement and humanized care by treating withdrawal, directly communi-cating about SUD, and modeling compassionate care.
Providers noted that treating withdrawal had a dramatic effect on patient engagement and care. One surgeon explained, "by managing their opioid dependence and other substance abuse issues … it's easier for the staff to take care of them, it's safer, and the patients feel better taken care of because the staff will engage with them." Many noted that conflict-ridden "conversations were able to go to the side, and we were able to talk about other things to build rapport." Others noted that this shift felt like "more productive time."
In addition, providers repeatedly emphasized that having clear hospital standards and a process to engage patients "really helps … establish rapport with patients: 'This is how we work this. These are your boundaries. And this is what will happen if you push those boundaries.' There it is." Providers attributed improved patient-provider communication to "frank conversation," "the right amount of empathy," and a less judgmental environment. As one attending described, "I don't know if it gives them a voice or allows us to hear them better … but something's happening with communication."
Many participants highlighted that IMPACT modeled compassionate bedside interactions, exposed the role of trauma in many patients' lives, and helped providers see SUD as a disease spectrum. One attending noted that to "actually appreciate the subtleties-just the severity of the disorder-has been powerful." One resident said: "There's definitely a lot of stigma around patients with use disorders that probably shows itself in subtle ways throughout their hospitalization. I think IMPACT does a good job … keeping the patient in the center and keeping their use disorder contextualized in the greater person … [IMPACT] role models bedside interactions and how to treat people like humans."
Providers valued posthospital SUD treatment pathways.
Providers valued previously nonexistent posthospital SUD treatment pathways, stating "this relationship with [community treatment] … it's like an answer to prayers," and "this isn't just like we're being nicer." One attending described:
"Starting them on [methadone or buprenorphine-naloxone] and then making the next step in the outpatient world happen has been huge. That transition is so critical … that's been probably the biggest impact."
Providers felt relief after IMPACT implementation.
Providers felt that by addressing SUD treatment gaps and providing addiction expertise, IMPACT helped alleviate the previously widespread feelings of "moral distress." One resident explained "having [IMPACT] as a lifeline, it just feels so good." As an infectious disease consultant noted, "it makes people more open to treating people if they don't feel isolated and out of their depth." Others noted that IMPACT supported better multidisciplinary collaboration, which "reduced a lot of tension between the teams." One nurse summarized: "I think you feel more empowered when you've got the right medication, … the knowledge, and you feel like you have the resources. You actually feel like you're making a difference."
Respondents acknowledged that even with IMPACT, some patients leave AMA or relapse. However, by understanding addiction as a relapsing and remitting disease, providers reconceptualized "success," further reducing feelings of emotional burnout and stress: "there will be ups and downs, it's not gonna be a straight linear success." One case manager reflected, "Maybe that's part of the nature of the illness, you progress, and then you kind of hold your breath and then it slips again … at least with IMPACT at the table I can say we've done the best we can for this person."
Perceived limitations of IMPACT:
Providers noted several key limitations of IMPACT, including that hospital-based interventions do not address poverty and have limited ability to address socioeconomic determinants such as "social support, … housing, or nutrition." Providers also felt that IMPACT had limited ability to alleviate patients' feelings of boredom and isolation associated with prolonged hospitalization, and that IMPACT had limited effectiveness for highly ambivalent patients (Table 2) . Finally, while many described increased confidence managing SUD after working with IMPACT, others cautioned against deferring too much to specialists. As one resident doctor said:
"We shouldn't forget that all providers should know how to handle some form of people with addiction … I just don't want it to be like, 'oh, well, no, I don't need to think about this … because we have an addiction specialist.'" Participants across disciplines repeatedly suggested formal, ongoing initiatives to educate and train providers to manage SUD independently.
DISCUSSION
This study explores provider perspectives on care for hospitalized adults with SUD. Before IMPACT, providers felt care was chaotic, unsafe, and frustrating. Providers perceived variable care quality, resulting in untreated withdrawal, inconsistent care plans, and poor patient outcomes, leading to widespread "moral distress" and feelings of futility among providers. Yet this experience was not inevitable. Providers described that a hospital-based intervention to treat SUD reframed addiction as a treatable chronic disease, transformed culture, and improved patient care and provider experience.
Our findings are consistent with and build on previous research in several ways. First, widespread anxiety and difficulty managing patients with SUD was not unique to our hospital. In a systematic review, van Boekel and colleagues describe that healthcare providers perceived violence, manipulation, and poor motivation as factors impeding care for patients with SUD. 9 Our study demonstrates the resulting feelings of powerlessness and frustration may be alleviated through an intervention that provides SUD care.
Second, our study is consistent with a recent survey-based study by Wakeman and colleagues that found that a hospital-based SUD intervention improved providers' feelings of preparedness and satisfaction. 20 Our study provides a rich qualitative description and elucidates mechanisms by which such interventions may work.
The finding that a hospital-based SUD intervention can shift providers' views of addiction is important. Earlier studies have shown that providers who perceive addiction as a choice are more likely to have negative attitudes toward people with SUD. 11 While our intervention did not provide formal education aimed at changing attitudes, participants reported that seeing firsthand effects of treatment on patient behaviors was a powerful tool that radically shifted providers' understanding and reduced stigma.
Stigma can occur at both individual and organizational levels. Structural stigma refers to practices, policies, and norms of institutions that exclude needs of a particular group. 21 The absence of systems to address SUD sends a message to both patients and providers that addiction is a not a treatable or worthy disease. IMPACT was in and of itself a systems-level intervention; by creating a consultation service, hospital-wide policies, and pathways to care after hospitalization, IMPACT 'legitimized' SUD and reduced institutional stigma.
Several studies have shown the feasibility and effectiveness of starting medications for addiction (MAT) in the hospital. [13] [14] [15] Our study builds on this work by highlighting system-level elements valued by providers. These elements may be important to support and scale widespread adoption of MAT in hospitals. Specifically, providers felt that IMPACT's attention to hospital policies, use of addiction medicine specialists, and direct linkages to outpatient SUD treatment proved instrumental in shifting care systems.
Our study has several limitations. As a single-site study, our goal was not generalizability, but transferability. As such, we aimed to obtain rich, in-depth information that can inform implementation of similar efforts. Because our study was conducted after the implementation of IMPACT, providers' perspectives on care before IMPACT may have been influenced by the intervention. However, this also strengthens our findings by allowing participants the opportunity for insights under a different system. It likely leads to distinct findings compared to what we might have uncovered in a pre-post study. While respondents noted perceived limitations of IMPACT, there were few instances of negative remarks in the data we collected. It is possible that providers with more negative interpretations chose not to participate in interviews; however, we elicited wide viewpoints and encouraged participants to share both strengths and weaknesses. Finally, IMPACT implementation depends on regional as well as local factors such as Medicaid expansion, community treatment resources, and the existence of addiction medicine expertise that will differ across settings.
Despite these limitations, our study has several important implications. For clinical practice, our findings highlight the importance of treating withdrawal to address challenging patient behaviors and the value of integrating MAT into the hospital setting. Our findings also underscore the role of expert consultation for addiction. Importantly, our results emphasize that reframing SUD as a brain disease can have significant implications for clinical care and providers' well-being. Provider distress is not inevitable and can change with the right support and systems. At the hospital and health systems level, our findings suggest that hospitals can and should address SUD. This may include forming interprofessional teams with SUD expertise, providing standardized guidelines for addiction care such as patient safety plans and methadone policies, and creating rapid-access pathways to outpatient SUD care. By addressing SUD, hospitals may simultaneously improve care and reduce provider burnout. Providers' important concerns about shifting SUD treatment to a specialty team and their discomfort managing SUD pre-IMPACT suggest the need to integrate SUD education across all levels of interprofessional education. Furthermore, provider concerns that IMPACT has limited ability to engage ambivalent patients underscores the need for hospital-based approaches that emphasize harm reduction strategies.
As the SUD epidemic worsens, SUD-related hospitalizations are skyrocketing, and people are dying at unprecedented rates. 2, 3 Many efforts to address SUD have been in primary care or community settings. While important, many people with SUD are unable or unlikely to seek primary care. 22 Hospitals need a workforce and systems that can address both the physical and behavioral health needs of this population. By implementing SUD improvements, hospitals can support staff and reduce burnout, better engage patients, improve care, and reduce stigma from this devastating disease.
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